(ICRC)1. The use of external fixation in these cases is not generally recommended because of the dire effects that can result from inappropriate use. A case is presented of an open Monteggia fracture, successfully treated by external fixation, which illustrates one of the few indications and one of the complications of the technique in this group of patients.
CASE HISTORY
A 30-year-old Afghan soldier presented to the ICRC hospital, Quetta, on 7 August 1994 with a 2-day-old gunshot wound to the right proximal forearm. The wound was complicated by a displaced fracture of the proximal ulna with dislocation of the radial head ( Figure 1 ). Treatment was performed according to protocol, with aggressive surgical debridement and delayed closure. The fracture/ dislocation was initially treated by manipulation and supported with a plaster slab. At 5 days the wound was skin-grafted and the ulna was reduced and stabilized by external fixation. The patient was discharged on 22 August with a healing wound and returned home to Afghanistan. Unfortunately for him, his commander had changed political allegiance, and rather than returning as a hero our patient was gaoled as a war criminal for a year. During his internment he cared for his pin-sites with the cleanest water available and kept the fixator bars cleaned and polished, apparently using gun-oil ( Figure 2 ). Moreover, he refused removal of the fixator by local medics, insisting that it must be returned to the Red Cross.
On review after his release the pin sites were pristine and the fracture was well healed; the only limits to elbow movement were around 15 degrees of fixed flexion and 10 degree loss of flexion. The fixator was removed 361 days after application (Figures 3 and 4). Because of the complication of deep infection, internal fixation of any sort is proscribed in ICRC hospitals for fractures associated with war wounds. There are also reservations about the widespread use of external fixators, with numerous incidents of patients returning after long absences with established non-unions and pin-tract infections. The recommended indications for external fixation are limited to the few situations where the soft tissues require added stability for healing (in particular, after nerve or vessel repair), where the bony injury cannot be adequately stabilized by conservative means as in the case above, or in multiple fractures.
In these cases it is now policy to remove the fixator and apply a cast or brace at the earliest opportunity, and preferably before discharge-a policy which may be heresy to external fixator purists but which works well in practice.
This case illustrates how application of the basic principles of war wound management can give a good result in an injury that can be unforgiving under any circumstances. It also demonstrates one of the many reasons why external fixation must be regarded as an occasional and short-term treatment in developing countries involved in wars.
As far as I can gather, treatment of a Monteggia fracture by external fixation has not been described previously. Attacks of acute intermittent porphyria can begin with disturbances of higher cerebral function, such as hallucinations and confusion, and with seizures. While these features may arise from the primary metabolic abnormality, an encephalopathy due to acute hyponatraemia should be excluded.
A premenopausal woman age 40 presented with her second episode of abdominal pain in six months. In the previous episode she had been investigated with upper and lower endoscopy, endoscopic retrograde cholangiopancreatogram, ultrasound and X-rays. No abnormalities had been found. The pain was located in the lower abdomen. It was constant in nature and associated with nausea, vomiting and dark urine.
On examination, she was apyrexial with a soft abdominal wall. There was no evidence of motor neuropathy. Ehrlich's test was positive for porphobilinogen and chromatographic quantification confirmed raised levels in the urine. Treatment for acute intermittent porphyria was begun, including a high carbohydrate diet and intravenous fluids. Two days later she had a tonic clonic seizure. Her serum sodium was 108 mmol/L, serum osmolality 229mmol/L and urine osmolality 374mmol/ L, consistent with the syndrome of inappropriate antidiuretic hormone secretion. Her sodium had been 130mmol/L on admission two days previously. Since then she had received 4 L 5% dextrose and 1 L 0.9% saline.
On admission to the intensive care unit she was obtunded with a Glasgow Coma Score of 6, bilateral papilloedema and an upgoing left plantar reflex. She was started on 1.8% hypertonic saline at 500 mL/h and 50% glucose at 30 mL/h. Five hours later the serum sodium was 109 mmol/L and the Intensive Care, St Vincent's Hospital, Melboume, Australia 3065
